THIS note merely deals with the mode of retaining the graft. I practise immediate grafting, as Mr. Ballance advises, and there is no doubt that it shortens convalescence. After the graft has been accurately apposed to the walls of the bony cavity, all that need be done to secure its retention is to allow the cavity to fill with blood. The coagulum retains the graft perfectly in position, and packing is therefore unnecessary. In cases where the cavity has had to be re-opened, a few days after the operation I have always found, on removing the coagulum, that the graft is comfortably in situ. Naturally, one must be careful to make sure that bleeding from the osseous surface under the graft is not taking place. In the subsequent dressings the blood-clot is left undisturbed. It begins to disintegrate four or five days after the operation, and when that process is completed the graft will be found to have sown its cells over the surface.
By DAN MCKENZIE, M.D. THIS note merely deals with the mode of retaining the graft. I practise immediate grafting, as Mr. Ballance advises, and there is no doubt that it shortens convalescence. After the graft has been accurately apposed to the walls of the bony cavity, all that need be done to secure its retention is to allow the cavity to fill with blood. The coagulum retains the graft perfectly in position, and packing is therefore unnecessary. In cases where the cavity has had to be re-opened, a few days after the operation I have always found, on removing the coagulum, that the graft is comfortably in situ. Naturally, one must be careful to make sure that bleeding from the osseous surface under the graft is not taking place. In the subsequent dressings the blood-clot is left undisturbed. It begins to disintegrate four or five days after the operation, and when that process is completed the graft will be found to have sown its cells over the surface.
DISCUSSION.
Mr. STUART-Low asked how the grafting was carried out. If the grafting were done at the time of operation by inverting the skin dissected up from the surroundings of the wound he did not approve of the method, as skin could never be rendered properly aseptic and would therefore endanger the wound. He had known of instances where erysipelas had occurred when this method had been followed. Since he had introduced the blood serum method in his ju-16 operations (filling the bony cavity with blood serum) he had got better results than by grafting, as the average time that the bony cavity was cicatrised over was one month, and the hearing three months after the operation was much better than after skin-grafting.
Mr. MOLLISON wished to support the practice of Dr. McKenzie of grafting immediately at the operation. He had watched Mr. Marriage apply the graft with the suction apparatus, and the apposition of the graft was perfect. Finding that the suction apparatus often broke, he (Mr. Mollison) now used gauze, which held the graft in place just as well. If he found that Dr.
McKenzie's blood method held the graft well, he would cease his attempt to put in gauze, as it was a difficult procedure. Undoubtedly a skin-graft put into the cavity facilitated healing afterwards, particularly at the raw cut meatal edges; instead of getting a raw area to heal with granulations at the entrance of the ear, a perfectly healed skin margin was produced in three or four days.
Dr. DUNDAS GRANT asked whether Dr. McKenzie made use of adrenalin, in order to prevent bleeding at the time of applying the graft. And if so, did any reaction take place, as was seen in some other cases. With regard to the warning as to bleeding occurring under the graft, had his observation led him to regard that as important ? He thought the pressure exercised by the clot on the graft could not be so complete as that exerted by the gauze plug. He (the speaker) had always resorted to a gauze plug, but he would be glad to dispense with it.
The PRESIDENT said he did not know when Mr. Ballance devised his method of immediate grafting, but Dr. Dench, of New York, told him he used to carry out the method seven or eight years ago. When he (Dr.,Gray) was speaking at the International Congress at Budapest that writer warned him that sometimes the graft did not take, and then it caused trouble, and had to be removed. To his mind also had occurred the question why blood-clot should keep the graft in place better than did gauze packing. The recommendation that bleeding from the osseous surface under the graft should be arrested was a counsel of perfection. Could bleeding from the osseous surface be stopped except by clotting in the veins ? Adrenalin did not seem to contract blood-vessels in bone.
Dr. H. J. DAVIS said it would be interesting to hear from members whether they were accustomed now to graft or not., He did not do it, though he did not object to it; it was merely that he did not see the object of it unless the bone cavity was so large as obviously to require it.
Dr. KELSON said his impression was that since Mr. Ballance brought out his classic work the practice of grafting had gradually declined; and he agreed with Dr. H. J. Davis that it would be most interesting to ascertain whether otologists as a body now grafted.
Dr. DAN MCKENZIE replied that he of course used the Thiersch graft, not the entire thickness of skin. If members who did not practise skin-grafting were to try it in a few cases, he thought they would become converted to it. It Hleeded some manipulation, but with the suction apparatus it was wonderful how well it could be aspirated into position. Although, theoretically, the chances of sepsis occurring would be increased by putting a graft on a raw surface of bone before a protective layer of granulations had formed, he did not recall a case of his in which he could attribute subsequent sepsis to the graft. Before he began to graft, suppuration after mastoid operations was as common in his cases as it was now. One could very seldom get a mastoid cavity aseptic; it could not be made aseptic. Mr. West had pointed out that when there was a fistula in the external canal, it was well to keep that free of the graft; and the same held good when there was a pocket of disease; any spot likely to be troublesome should be left bare. He did not use adrenalin in these cases, because of the risk of subsequent reactionary haemorrhage, which would cause the graft to be floated up. He had not seen one float up, but the possibility of it could not be denied. If the bone surface was fairly dry, there was no obvious bleeding, and the clot which formed on the outer side of the graft prevented any great hemorrhage taking place beneath afterwards. What Dr. Davis said was true, but the reason the graft did not take sometimes was that the wound had been so septic at first that it had killed the graft. In some cases he had had to take the graft out, or it had been accidentally removed in the dressing; and in those cases it seemed as if the cells from the graft had already distributed themselves over the surface. So when the membranous graft was removed, there were left a large number of epidermal cells which quickly took root and grew. He could not say what was the average time required for the wound to heal; perhaps the shortest time was about four weeks. There might be occasion to re-open owing to some complication such al a lateral sinus trouble, for example.
Case of Congenital Syphilitic Deafness undergoing Thyroid
Treatment.
By J. DUNDAS GRANT, M.D. THE patient, a young woman, aged 19, became suddenly deaf when aged 9; there is no recollection of attacks of giddiness. Her eyes had been affected for twelve months previously. The central incisors are deeply notched and slightly pegged.
She was first seen by Dr. Grant on November 13, 1914. The loud conversational voice was heard at 2 in. on the right side, and the whispered voice not at all. On the left side there was no hearing whatever. The caloric test showed slightly diminished activity on the right Ju-16a
